General comments
The authors have carried out an interesting study with relevance to prehospital critical care and the organisation of EMS and physician staffed EMS. The introduction/ background is relevant and sets the context for the study well. The methods and results requires several readings to grasp the content and there are some issues addressed below that should be clarified. This part could probably benefit from some revision to simplify the presentation. The discussion is relevant and the limitations addressed are valid. The added appendices are extensive and I question their relevance. Especially the huge "table" around pages 50 -60 is difficult to understand the meaning of, probably mostly because of poor formatting of the pdf, but still. Specific comments In Background, first paragraph: STEMI and EMS should be written full out the first time. In Materials and Methods, Variables and endpoints: It might be very picky, but can you use the term "endpoints" for the items described under "Secondary endpoints"? Especially item no. 2 "Comparison of number and proportion …" is not an endpoint per se. "Fraction of" could be argued as an endpoint though. I encourage the authors to think this through. In Materials and Methods, Data source and data collection: In the last sentence it states that "all patients admitted at nearest hospital were excluded from our results". Does this mean that "local ED" is synonymous with "local hospital" in the identification of patient taken directly to specialised departments whilst bypassing local EDs? This also implies that no local hospitals have "specialised departments" (only at Aarhus UH?)? Am I correct in this assumption? If so, how about the units that have Aarhus University Hospital as their "local hospital" when there quite clearly are specialised departments there? Also the term "specialised department" should probably be defined better somewhere in the background or methods section to clarify this (this is indirectly clarified under 3.5, but should have been declared earlier and more clearly).
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GENERAL COMMENTS
Manuscript ID bmjopen-2017-019813, entitled "Patient-tailored triage decisions by anaesthesiologist-staffed pre-hospital critical care teams: A retrospective descriptive study.
Reviewer's General Comments:
This study addresses one interesting issue. That was the incidence of patients who were triaged by anesthesiologist-staff pre-hospital teams and were transported directly to any specialized departments and bypassing nearby Emergency Departments. The study's setting was central Denmark region. This study will serve as foundation for similar studies to look at efficacy of similar systems, whether these systems, while reducing time-to-interventions, will improve patients' outcome
The study has multiple shortcomings, it does not provide enough demographic information about the patients such as age, gender. Other shortcoming included grammar and syntax.
Due to the interesting topic and its potential, I'd recommend to accept the study for publication but with major revisions.
The manuscript repeated the terms "pre-hospital critical care teamdiverted patients" and "pre-hospital critical care teams" multiple times. Moreover, the authors sometimes include both terms in one sentence, which made the sentence more lengthy and hard to read. For example, page 7, line 22 state these terms 3 times in one sentence: "Number and proportion of patients by-passing local ED because of the pre-hospital critical care anaesthesiologist's decision, i.e. pre-hospital critical care team-diverted patients
Reviewer's Specific Comments:
Objective: this paragraph (sentence 8-15) contains a run-on sentence. Please rewrite. For example: "….pre-hospital critical care anaesthesiologist without being part of one of the pre-defined fasttrack protocols…" does this phrase refer to the patients or the anesthesiologist?
Background
Page 5, Line 16 -Please correct to "The pre-hospital critical care anaesthesiologists may decide to transport patients with no pre-defined fast track directly to a specialised department bypassing local EDs."
Line 50: rephrase to avoid run-on sentence:
Our aim primary aim was to estimate the incidence of patients in the Central Denmark Region, who were without being part of one of the pre-defined fast-track protocols in the regional EMS, was triaged to by-pass the local emergency department by the pre-hospital critical care anaesthesiologist. Our secondary aim was to describe these triage decisions in more details.
Setting:
Line 33: please clarify the term "consultant-level anesthesiologist". Does this mean the anesthesiologists would stay home and would be called to scenes when needed?
2.3 Participants:
Line 54: The authors stated that they would not include children with age less than 15 years, however, that criterion was not included in the Exclusion Criteria.
Variables and Endpoints:
Page 7, line 39: is there any previous literature suggesting that 70km from Aarhus University Hospital would make a difference. Please explain why the authors chose 70km as the cut-off point.
Data Sources:
Page 8, Line 10: Run-on and unclear sentence, please rewrite the sentence "Subsequently, we identified all relevant combinations of diagnoses…." I did not understand this step. The authors identified all the diagnoses and receiving hospitals for the pre-hospital teams. They then identified relevant combinations for patients who bypassed nearby EDs..?
2.6 Study size:
Page 8, line 27. It is incorrect that you do not need to perform sample size calculations for retrospective study. So I disagreed with the statement that this was a retrospective study so no sample size calculations were performed.
Please just state that the authors did not perform sample size calculations. Moreover, using the term power calculation was waived was misleading..
Ethical Considerations perspectives
Page 8, Line 45: I assumed that patients' consents for this study were waived, since it did not involve any personal identifiers. However, the term "discarded" was misleading, as it may indicate that consent was obtained but was thrown away. Please changed to "exempted" or other appropriate terms. However, for readers, we assumed that this was either the largest hospital or the most sophisticated hospitals or the nearest hospital so most patients were diverted to this hospital.
REVIEWER
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GENERAL COMMENTS
The authors have documented and thoroughly reviewed the impact of consultant/attending level anesthesiologist in the prehospital setting. The aim was to determine the types and frequency of patients diverted from local hospital care to tertiary or quaternary level of care based on experience. I applaud the authors for this work as it is important given the need to get the patient to the right place at the right time, however, I do have some questions.
1. While the number and frequency of patients and diagnoses are reported, could the author comment on why injury/disease severity was omitted? Incoporating injury/disease severity will dramatically improve the understanding of why patients were triaged according to the anesthesiologist.
2. Were prehospital interventions performed in these patients by the anesthesiologist? This may dramatically bias the need to triage patients after procedures have been performed.
3. Are the immediate outcomes significantly different in patients that were triaged by the anesthesiologist based on diagnosis? What of mortality?
4. Should all ground transport be staffed by medical or surgical doctors then?
I find this manuscript extremely interesting and look forward to the authors' replies.
VERSION 1 -AUTHOR RESPONSE @ Stephen Sollid, reviewer #1:
General comments:
-We have revised the "methods" and "results" sections to increase understanding and readability (see response to specific comments).
-A write-protected excel-file has been placed in the Figshare repository, replacing the "supplement 1" PDF. This solves the problem with poor PDF-formatting.
Specific comments:
 In Background, first paragraph: STEMI and EMS are now written full out the first time.
 In Materials and Methods, Variables and endpoints:
We agree the endpoint "Comparison of… " is no endpoint per se. We have revised the secondary endpoints.
 In Materials and Methods, Data source and data collection: regarding deinition of "local ED"
and "specialised department":
In the last sentence we state that "all patients admitted at nearest hospital were excluded from our results". This means that "local ED" is synonymous with "local hospital" in the identification of patients taken directly to specialised departments whilst bypassing local EDs.
In this study we have distinguished between patients referred to local EDs versus patients referred to specialised departments. Many local/regional hospitals have specialised departments, mainly offering secondary level of care. Our dataset allowed us to see what hospital the patient was referred to, but we could not see directly which department the patients were referred to. As a consequence, we have not been able to identify patients admitted directly to specialised departments at local hospitals, and we have therefore excluded all patients admitted at nearest hospital. However, we know from experience the majority of emergency patients sent to nearest hospital are admitted at the ED, apart for those included in the predefined fast-track protocols, thus we claim our method is valid, although there may be some underestimation of diverted patients from this simplification.
 Regarding identification of diverted patients by the Pre-hospital Critical Care Team (PHCCT) in Aarhus:
We had to exclude all patients that may have been sent to the emergency departement, i.e. all patients sent to the hospital centre containing the ED. This resulted in the lowest number of diverted patients of all the pre-hospital teams, despite having theoretically the highest potential for diversion/direct referral. This is explained in 4.2.
 We recognise the need for more information about level of care provided at Aarhus University Hospital versus the District General Hospitals in the Central Denmark Region. Hence, we have added a paragraph concerning these matters under "2.2 Setting".
@ Quincy K Tranb, reviewer #2:
 We agree that more demographic information such as age, gender etc would increase the possibilities to analyse what kind of patients that are diverted. Unfortunately, these informations are not available from our current dataset.
 Thank you for highlighting sentences with poor grammar, flawed syntax and misguiding word. We have done our best to improve the quality of English throughout the manuscript. We have also consulted American Journal Experts, a professional copy-editing service.  To increase readability we have used the abbreviation PHCCT for "pre-hospital critical care team".
Specific comments:
 2.2 Setting, Line 33: We have changed the term "consultant-level" as we recognise it may confuse readers with different pre-assumtions regarding the meaning hereof. We meant a physician that is specialised in anaesthesiology/critical care with the responsibility, mandate and competence required to function as a pre-hospital critical care team leader without any supervisor or senior back-up.
 2.3 Participants, Line 54: Children under the age of 15 were intended excluded from our study population, as they are often transported by the EMS to specialised paediatric departments, depending on the disease or condition they suffer from. However, our dataset has not allowed us to identify these patients, as all patients were anonymous and without any specifying characteristics, i.e. age etc. This issue is adressed under 4.6 Bias.
 2.4 Variables and Endpoints, Page 7, line 39:
We are not aware of any literature suggesting 70km from Aarhus would make a difference. However, we did observe there was a significant difference when we grouped together diverted patients from respectively over and under 70km away, and therefore chose this as a cut-off point.
 2.5 Data Sources, Page 8, Line 10:
We have tried to make this lengthy sentence easier to understand.
 2.6 Study size, Page 8, line 27: We agree it is incorrect to state that retrospective studies in general do not need sample size or power calculation. We meant that our study being (descriptive) observational and retrospective, with a database containing all patient contacts within 2013-2014, with a primary aim to estimate incidence, did not require sample size or power calculation. We have taken use of your proposed statement. Furthermore, we have altered the paragraph for power calculation, as it may have been misguiding. We agree. Term changed to "exempted".
 3.0 Overall Study Population, Page 9, Line 18: We recognise this sentence had potential to confuse readers. As our intention in this section was to give an overview hereof, we have simplified the sentence.
 4.1 Total number and proportion … Page 12, Line 53:
We have removed the statement that "the incidence of PHCCT-diverted patients were lower than expected" from the manuscript, as we have no data supporting this hypothesis, other than personal experience. As stated in the manuscript, this is the first study to our knowledge estimating the incidence of patients diverted directly to specialised department.
 4.5. Distribution of pre-hospital critical care team-diverted patients sorted by receiving hospital:
We have provided a link to the Aarhus University Hospital web page, where more information about the hospital is to be found.
@ Matthew Hernandez, reviewer #3:
Our dataset did not include information about injury/disease severity and interventions performed by the anaesthesiologist. We agree that incorporating this in our study could have improved the understanding of why patients were triaged. This was unfortunately not possible within the scope of this study. Furthermore, our data and study design does not provide basis for investigating effect of patient-tailored triage on immediate outcomes, as well as mortality. We think this would be very interesting to explore in future studies.
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